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n the past, occupational therapy has been strongly innuenced by and has adopted medical model perspectives on mental health. These perspectives emphasize a disease orientation in \dlich adap tive functioning is viewed as the result of a psychiatric disease (as diagnosed), which is manifested by symptoms. Implicit in this view is the idea that when the disease and symptoms are controlled or ame liorated, adaptive functioning will Ilaturally increase.
An alterna ti ve view conceptua 1 izes adaptive functioning as innu enced by an individual's organiza tional status, as measured by the individual's skills, habits, roles, in terests, occupational values, and feelings of competence. This view is captured in the model of human occupation. This model isa specific occupational therapy approach to explain an individual's adaptive function or lack thereof.
The \'iability of occupational therapy ill mental health may ulti mately depend on the field's ability to articulate and apply an approach to treatment which complements but differs from that of medicine: therefore, this study examined the utilit\, of an assessment developed to p;'OIide an index of adapti\'e and consequences of action), and throughput (internal reorganiza tion). Once the system's internal organization is changed in the throughput process, the new out put is different and generates new feedback, which can further change the system. The cycle of ou tpu t, feedback, intake, and throughput results in an ongoing process of change. The internal organization of the system determines how a system will function in a given en vironment. This throughput is re flected in three subsystems (voli tion, habituation, and perform ance) and their interrelationships (1-4). These subsystems are orga nized into a hierarchy. Volition is the highest governing subsystem, and performance the lowest. Voli tion, which is based on an urge to explore and master, refers to an individual's decision to engage in occupation. How a person will act on that urge depends on internal images referred to as personal causation, values, and interests. In the case of mental disturbance, these images may be disrupted or disorganized, leading to a disrup tion of occupation that contributes to further maladaptation (1-4).
The second subsystem, habitua tion, refers to the patterning and regulating of everyday routine be havior and has habits and roles as its components. The third subsys tem, performance, is responsible for producing action and is made up of skills. Disorganization in the volition and habituation subsys tems can also disrupt performance. In the following section, we re view literature which supports the premise that disturbances in the volition, habituation, and perform ance subsystems are present in peo ple having psychiatric problems. This review focuses on variables incorporated into the assessment approach that we developed.
Personal Causation
Personal causation-the collec tive beliefs that an individual has efficacious ski Ils, is personally in control, and will succeed in future endeavors-is crucial to the indi vidual's emotional well-being and competent performance. The ex tent to which an individual feels externally controlled (i.e., control by others or by fate as opposed to personal control) is associated with the degree of psychological dis turbance (5-10). In general, indi viduals who do not believe that they are in control of their lives are Jess likely to be well adjusted, so cially competent, or content with life (8, 10-12). They tend to per ceive themselves as inactive, de pendent, and ineffective (11). Moreover, they are likely to have irrational values and be prone to mood disturbances (10). The con comitants of mental disturbance have been identified as the expec tancy of failure and a belief in per sonal ineffectiveness (13).
Values
Values are a person's internal ized images of what is good, right, and desirable to do (14) . The de velopment of an adaptive set of values depends on the ability to sort through and integrate the pre vailing cultural value definitions into a way of life (15) and to estab lish priorities among values that guide action (3, 15, 16). Two di mensions of values are temporal orientation and goals (1-4).
Temporal orientation refers not only to a person's belief about how time should be spent but also to an individual's degree of orientation to the past, present, and future (14) . Belief in the future, or future temporal perspective, is crucial to adaptation (]7, ]8). Future tem poral perspective and the ability to identify goals are interwoven. Con sideration of the future in the con text of anticipating or expecting certain events or occurrences gives meaning to life and provides a framework for organizing the pres ent (] 9). Without a belief in the future, an individual is unable to work toward goals.
There appears to be a posItive correlation between the degree of psychological disturbance and a distorted temporal perspective (20, 21) . The psychotic person may ex perience a loss of control over the future as future images and goals become disorganized and confused (20, 2] ). People who are depressed may experience the past as distant and removed, the present as stag nant, and the future as hopeless and menacing (20) . People with character disorders typically adopt deviant temporal conceptions and are incompetent in following through on long-term plans and goals (20) . Because of fear of unanticipated events, obsessive compulsive people maintain a rigid routine (20) . Thus, mental distur bance, temporal orientation, and future goals appear intimately in terrelated.
Interests
Jnterests refer to the propensity to derive pleasure from certain ob jects, people, or events (3, 22). In terests organize behavior by prior itizing choices of activities (17) . People with emotional distur bances may not pursue interests (13); also, research has shown that long-term psychiatric hospitaliza tion leads to a loss of interest in activities (23) (24) (25) (26) (27) (28) (29) .
Roles
Internalized roles refer to the belief that a person has and is ob ligated to perform behaviors rele vant to a certain status or position in some group (14) . Maladaptation can occur when a) a person has failed to internalize roles to guide behavior, b) the internalized roles are incompatible with values, inter ests, and personal causation, or c) there is conflict or inconsistency between internalized roles (3, 13).
Incapacity for role performance is conceptualized as a major impe tus for psychiatric hospitalization (30, 31) . further, hospitalization can contribute to a deterioration of role performance (32-34). In ad dition, people labelled mentally ill often find themselves cast in de viant roles, with the expectation of others that they are unfit for nor mal role performance (13, 35) . This process may fu rther exacer bate problems of internalized roles. Thus, an association between prob lems in internalized roles and psy chopathology is probable.
SkiLLs
Skills are the abilities to produce purposeful action in the world (3). There are three types of skills: neurological, musculoskeletal, and symbolic (14) . Competent behavior requires integra ting these ski Ils into competent action. Mentally disturbed people exhibit deficits in a range of skills (36) (37) (38) (39) . These deficits have been attributed to faulty symbols from poor learning (13) as well as to sensory-integra ti ve problems (40) .
Literature Review Conclusions
The literature suggests that dis turbances in subsystems are found in persons with mental illness; thus, it is important to consider the im pact of these disturbances on the total open system (1-4). A distur bance in an)' subsystem component will resonate throughout the sys tem and create other problems this is a disorganized system. On the other hand, a system in which the subsystems are in harmony is an adaptive system. Disharmony within the system impacts the open system cycle, limiting and disorga nizing output of the system (1-4).
Thus, these open-system relation ships provide the logic of this study. We made an organizational rating (throughput) of the system by ex amining the data on various sub system components. 'I'Ve expected this measure of organizational sta tus to correlate with observed out put or adaptive behavior of the sys tem. In addition, we compared medical model variables (diagnosis and symptomatology) representing an alternative conceptualization of the causes and nature of psychoso cial problems with organizational status; this evaluated the relative utility of organizational status as an index of adaptive functioning.
This study was guided by the follo\\'ing questions. What is the organizational status of the human system of hospitalized psychiatric patients) How does the organiza tional status variable compare with psychiatric diagnosis and symptom atology (two medical model varia bles) as an index of the patient's adaptive level of functioning~
Method
Subjects
Study subjects were all patients hospitalized for a mental disorder at the National Institute of Mental Health during the three-month study who Illet. the following crite ria: ,",'cre capable of reading, un derstanding, and responding to paper-a nd-pencil question naires, were willing to participate in this study, and were free from acute exacerbation of symptoms and/or orgalllc disorder. There were 33 eligible subjects, of which 30 agreed to participate.
The sample contained 13 males and 17 females between the ages of 18 and 59 years; the median age of participants was 29 years. Sub jects carried a diagnosis of major affective disorder (15 subjects), schizophrenia (9 subjects), person ality disorder (4 subjects), and psy chotic disorders not elsewhere classified (2 subject.s). At the time of the study, 17 subjects were re ceiving psychot.ropic medication and 13 subjects were medication free. The educational background of the subjects was as follows: 5 subjects had some high school ed ucation, 11 were high school grad uates, 6 had some college educa tion, 6 were college graduates, and 2 had some graduate education.
Instruments
To measure organizational sta tus, we used a battery of six assess ments. The variables used as in dices of organizational status were locus of control, temporal orien ta tion, goals, in terests, roles, and skills. The choice of indices was based on the criterion that each of the three subsystems of the model of human occupation should be sampled to allow judgments to be made about an individual's overall system status. In addition, these variables were identified in the lit erature review as being potentially related to psychiatric disturbance. Operational definitions of the var iables and their measures are sum marized in Table I 
Rating of Organizational Status
Organizational status of each subject was measured by convert ing data from the battery of six assessments into a rating ranging from one to five (see Table 3 ). This rating continuum was assigned by an occupational therapist (not the principal investigator) who did not know the subject'S identity, sex, medication status, or diagnosis. In making the rating, the therapist ex amined the content of the subject'S responses on the six assessments, compared the subject's response scores to those of a normal popu lation (when available), and exam ined the interrelationships among findings of the six assessments; this was done by using the model of human occupation as a frame of reference for data interpretation (1-4,35) .
To assess the reliability of this clinical rating, the principal inves tigator also rated each subject, without knowing the clinician's rat ing. The two sets of ratings were in agreement on 27 of the 30 sub jects. There were discrepancies of one increment on the remaining three subjects.
Statistical !VIethods of Analysis
Two methods of statistical anal- Table 3 ysis were used. We examined the associations between variables pri marily through estimates of the Spearman correlation coefficient, a nonparametric statistic based on rank orders of two variables. Cor relations were estimated for sub groups determined by the subject's Rating Continuum for Clinical JUdgment of the Organizational Status of the Human System 5 =Very Organized. Very good adaptive shape; components' of the human system are in very good harmony; subject could function independently in the community and easily make the transition into community life. 4 =Organized. Good adaptive shape; components' of the human system are in good harmony; subject could function in the community with some assistance and with assis tance could make the transition into community life.
3 =Marginal. Fair adaptive shape; components' somewhat organized; sUbject is at risk for problems functioning independently in the community even with assistance.
2 =Disorganized. Poor adaptive shape; components' of the human system are barely in harmony; subject would have problems functioning independently in the community even with assistance. 1 =Very Disorganized. Very poor adaptive shape; components' of the human system are not in harmony; subject could not function independently in the community even with assistance.
, Components refer to locus of contrOl, goals, temporal orientation, interests, roles, and skills. 
Descriptive Data on Organizational Status of the Components of the Human System
This section reports su bjects' scores on the six assessments ac cording to each subsystem of the model of human occupation. In discussing these data (see Table 4 ), we make brief mention as to how the data were interpreted by the therapist in rating the organiza- The American Journal of Occupational Therapy 151 tiona I status of the human system (35) . These data are only a general reference for considering what the scores of subjects in this study might signify. Estimates of scores from study subjects were not com pared with normative values using statistical methods because of dif ferences in demographic charac teristics.
Volition
The subjects in this study ap peared to score more externally in their locus of control than the norm provided by Rotter (41); however, only extreme scores were considered useful in forming an opinion about the organizational status of subjects. Subjects that had scores which reflected extreme feelings of internal control and who were simultaneously hospital ized and unable to function with out assistance were considered un realistic in their self-assessment. Those subjects who scored in the direction of extreme external locus of control were judged to be ex pressing true feelings of helpless ness. In both cases, these individu als were judged to be disorganized.
The temporal perspective of sub jeers appeared more past oriented and less future oriented than other samples for which data are avail able. In concert with a paucity of future orientation. subjects had difficulty stating future goals and two-thirds of them were unable to express more than two goals. Sub jects who expressed a degree of hopefulness in addition to realistic planning, reflected by an orienta tion to the future and logical goals, were judged to be more organized. Subjects varied widely in their pattern of interests, and no nor mative data are available for com parison. Areas of strong interest were judged primarily for congru ity with roles, skills, and goals.
Habituation
All subjects had at least one dis rupted role (i.e., a role checked in the past and future columns), and the sample as a whole performed few roles on a continuous basis (i.e., roles checked in the past, present, and future columns). Subjects' role disruption appeared greater and their continuous roles appeared fewer than those of a group of nor mal adults. In judging organiza tional status, continuous roles were considered a strength, whereas role disruption was considered a liabil ity, especially if subjects did not fulfill available roles during hospi talization. The overall pattern of roles and their relationships to skill level, interests, goals, and tempo ral orientation contributed to the therapists' judgments about the system's organizational status. 
Pe1formance
The subjects appeared to score lower on the BaFPE than did a normal population; however, most composite scores fell in the func tional range. Thus, specific scores in the dimensions of the Task-Ori ented Assessment (i.e., decision making, ability to abstract) were considered along with overall skill performance. In addition, skills were judged for consistency with subjects' roles, interests, and goals.
indices oj Adaptive Level oj Functioning
An occupational therapy index of adaptive functioning organiza tional status was compared with psychiatric diagnosis and symptom atology, two traditional medical model indices of adaptive function mg.
Correlations between organiza tional status and adaptive level of functioning were significant for all of the following: the total sample, the major affective disorder and schizophrenia subgroups, males, females, and subjects on and off psychotropic medication.
Significant inverse relationships were obtained between symptom atology and adaptive level of func tioning for the following: the total sample, the major affective disor der subgroup, females, and sub jects who did not receive psycho tropic medication (see Table 5 ). diagnosis. All possible step -wise Also. the study employed no mea models were calculated (see Table  sure 
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